T his issue of PPNP includes an article by Nancy Donaldson and her colleagues, offering an initial assessment of the impact of California's requirements for nurse-patient ratios in acute care hospitals. California's decision to mandate staffing ratios was hotly debated. It continues to be closely watched throughout the United States and beyond. The work that Dr. Donaldson and her colleagues present here is, as they emphasize in their study, preliminary. Although they find no significant changes in patient falls or pressure ulcers following implementation of ratios requirements, they also explain the limitations of this aspect of their study. An honest reading would caution against anyone concluding that staffing ratios have no impact on patient outcomes. There will, without question, be further studies by Donaldson and colleagues, and by others, to explore in depth whether, where, and how California's mandate has an impact on patient outcomes.
Their findings on changes in staffing following implementation of ratios are noteworthy in several respects. For instance, they found that the great majority of medical-surgical units in their study were already meeting the required staffing levels before those requirements went into effect (based on mean staffing levels, because, as the authors explain, these data cannot identify staffing levels at all times during each shift). Yet they also found that staffing increased significantly following implementation of the ratios requirements. Moreover, despite concerns that hospitals might decrease their skill mix, because the staffing regulations permit hospitals to satisfy staffing requirements with up to 50% licensed vocational nurses (as licensed practical nurses are known in California), virtually none did. Were many hospitals, in fact, already meeting yet-to-be-required staffing levels-and, if so, what would explain their "staffing up" following implementation of the requirements? Is it explained by an increased state focus on staffing levels? Does it reflect a need to provide sufficient staff to ensure not just general compliance with ratios requirements but compliance at all times (including meal breaks, rest periods, bathroom breaks, etc., as required by California's staffing regulations)? Does it mean that California hospitals are staffing according to patient need irrespective of required staffing levels? If so, would this mean that California's ratios are superfluous or, rather, that they are working as intended? It is tempting to draw quick conclusions from these data, but that is a temptation worth resisting. A range of data, collected through multiple sources and analyzed through different methods, will ultimately give a more complete picture. But it's worthwhile to consider the range of questions to which answers should be soughtfor instance, what differences may be found in patient outcomes, recruitment and retention of nurses, nursing overtime worked, patient experiences of care, and the impact (positive or negative) on hospital finances and services.
This will also be an opportunity to examine different approaches to collecting and analyzing data on staffing and outcomes and their strengths, weaknesses, and methodological challenges, for instance, how the experiences of hospitals, and their patients and nurses, participating voluntarily in research efforts such as the California Nursing Outcomes Coalition (CalNOC), the source of this study, compare to other hospitals. Learning the limits of voluntary data collection efforts, in turn, may hold important implications for revising mandatory data reporting requirements for hospitals and other health care institutions.
For years, the question of whether to support government-required, specific numerical staffing standards was largely theoretical in nature. Legislative or regulatory proposals at the state and federal levels were offered, but most seemed largely a platform for nursing organizations to emphasize concerns about hospital staffing levels rather than efforts that might be expected to result in immediate changes in public policy.
California changed that. Regardless of what one thinks of mandatory ratios, California has taken them from the realm of the theoretical into the realities of public policy and day-to-day practice. The confluence of a sympathetic state legislature and a sympathetic governor provided the opportunity to secure legislation calling for mandatory staffing ratios, and, in 1999, California enacted Assembly Bill 394. Of course, one of the messier aspects of implementing mandatory staffing ratios is that some details need to be filled in. The legislation called for mandatory standards for how many patients could be cared for by each licensed nurse. It did not specify what those standards should be or what the mix of registered nurses and licensed vocational nurses could be. Those details were left to the California Department of Health Services to determine, which it did after receiving extensive written and oral testimony and analyzing staffing patterns in a number of California hospitals.
Those who have followed (or participated in) discussions about mandatory staffing ratios can probably recite from memory the arguments for and against. On one side, mandatory staffing ratios provide a clear, bright-line, easily evaluated standard that tells hospitals what their minimum staffing levels must be based on the numbers of patients in each unit. By doing so, these ratios provide a means for holding hospitals accountable for staffing at prescribed minimum levels. On the other side is the argument that ratios ignore the fact that numbers alone do not determine good staffing; ratios fail to take into account the many other variables (nurses' varying knowledge and experience levels, patient condition and needs, other demands on nurses' time, geography of the unit, etc.) that contribute to adequate staffing. There is also the prediction that minimums will become maximums-that is, that hospitals will choose to staff only at the minimum prescribed level and that "floors will become ceilings." At the very least, the opportunity to begin evaluating California's experience with ratios should finally signal a move away from conjecture and toward a more evidence-based discussion.
I understand the argument that staffing is best determined at the level of individual institutions as a collaborative process between staff nurses and managers, taking into account a large number of relevant variables and providing sufficient flexibility to adjust to changing needs on each shift and each unit. I even think it makes good sense (although I am not convinced that this approach is incompatible with minimum staffing ratios), but I also think that relying too heavily on this argument misses the point.
The reason why proposals for mandatory staffing ratios evoke a strong, even emotional, supportive response from many nurses is not because setting ratios involve a specific, desirable method for precisely determining staffing needs. It has more to do with trust-or, more specifically, with a loss of trust.
Although in many respects we have moved beyond the period of hospital reorganization and workforce restructuring of the 1990s (or, at least, I hope we have), many nurses continue to bear the scars of that period, when many hospitals undertook often radical and short-sighted changes in staffing driven by an imperative to cut costs. As many hospitals decreased their use of professional staff and expanded the functions of unlicensed personnel, many nurses came to fear for their patients' safety and well-being (as well as nurses' jobs) as staffing and other practice conditions worsened. The call for ratios was first heard as a response to what many nurses saw as unwillingness on the part of hospitals to set and abide by reasonable staffing standards-in other words, a failure to regulate themselves.
We are no longer in the 1990s. A growing body of research-much of it initiated during restructuring-demonstrates links between nurse staffing and outcomes. The National Quality Forum has recently endorsed 15 nursing-sensitive measures of patient care quality. Consumers are more acutely aware of quality and safety concerns in health care. There is also greater awareness of the importance of nurses' work and practice environments to both patient safety and nurse retention. Increasing numbers of hospitals have sought and received designation as Magnet facilities by adhering to standards for supportive professional practice environments that emphasize, among other things, managerial support and collaborative, participatory approaches to decision making.
But the 1990s were not very long ago. For those whose experiences lead them to remain skeptical of hospitals' willingness or capacity to exercise flexibility in a responsible manner, the appeal of external, government-mandated regulation should be obvious. Whether or not one agrees with their conclusions, this is not an irrational reaction.
If the push for ratios is a legacy of hospital restructuring and a loss of trust, what is the appropriate response? Of course, we need to continue to evaluate the impact of California's ratios and determine what guidance California's experience offers for public policy on staffing. But another necessary response, I think, is for hospitals to work to regain trust where it has been lost.
In this regard, I think there are some hopeful signs. The decision of many hospitals throughout the United States to seek Magnet status, with its concomitant obligations to sustain a supportive practice environment, is a positive development. The decision in 2002 by Kaiser Permanente to adopt its own staffing ratios in its California hospitals in advance of the effective date of the state's mandated ratios-voluntarily and at higher levels-was a significant step, not just because of its immediate impact on staffing but because of what it communicated to Kaiser nurses. (I understand, of course, that all these developments have taken place in the context of a significant nursing shortage and that many believe that seeking Magnet status or adopting self-imposed staffing standards are attempts by these hospitals to position themselves to more effectively recruit and retain nurses. However, if some hospitals have come to regard improving their practice environments as a means to be more competitive in attracting and keeping nurses, that's not such a bad thing.)
Not all the sequelae of restructuring have been harmful. Responses to restructuring triggered a commitment to investigating the connection between nurse staffing and patient outcomes thereby producing a body of research that has not only served to demonstrate that connection but continues to help refine our understanding of nursing's contribution to quality care, patient safety, and the health care system. CalNOC, with which Dr. Donaldson is affiliated, was initiated as part of this commitment to ongoing research on nurse staffing and quality. Ultimately, the important and necessary work of investigators such as Dr. Donaldson and her colleagues will generate findings that can help develop and refine sound policy regarding staffing. Regardless of how anyone feels about government-mandated staffing ratios, it should be clear that California's experience with ratios will produce valuable and important policy lessons. The work of evaluating that experience has begun, which is a welcome development for anyone concerned with nurse staffing and patient care quality. DAVID M. KEEPNEWS, PhD, JD, RN, FAAN
Editor-in-Chief
Keepnews / EDITORIAL
